Background: Applying the cardiopulmonary pump produces inflammatory responses and induces leukocytosis. White Blood Cell (WBC) count has a diagnostic value for detecting different infections. In this study, we want to redefine the normal value reference intervals of WBC count in Coronary Artery Bypass Graft (CABG) patients, to prevent misdiagnose leukocytosis as a sign of infection. Methods: In an observational study, 140 patients who underwent on -pump CABG were enrolled to find out normal values of the reference interval. WBC counts were evaluated for all of them one day before the operation, first 30 minutes of ICU entrance, after 24 hours, and 48 hours after operation. Normal values of reference intervals were calculated for each measurement by two different statistical methods. Results: There were 102 men and 38 women with age average of 61 years. There was no significant difference between genders' WBC counts before operation (P = 0.151), ICU entrance (P = 0.391), 24 hours after surgery (P = 0.698), and 48 hours after surgery (P = 0.523).
Background
Despite advances in perfusion, anesthetic, and surgical techniques, cardiopulmonary bypass (CPB) is still reported to evoke inflammatory reactions (1, 2) . The inflammatory response produced by cardiothoracic surgery has been well known for many years; it is due to exposure of blood to non -physiologic surfaces and it occurs in cases in which CPB is applied (1, 3, 4) . White blood cell (WBC) count increases as a part of inflammatory response cascade (1, 5, 6) .
In another side, leukocytosis is a well -known paraclinical sign in diagnostic criteria for hospital -acquired infections like pneumonia and catheter -related infections, by Centers for Diseases Control and Prevention (7, 8) . Nosocomial infections still represent a serious problem among surgical patients (9) . For example, pneumonia is the second most common nosocomial infection in critically ill patients (10) . Hospital -Acquired Pneumonia (HAP) complicates 8% to 28% of patients receiving mechanical ventilation with a mortality rate from 24% to 50% and can reach 76% in some specific settings (11) . Although the mortality rate has decreased in recent years, it is a major cause of death, morbidity, and resources utilization (11) (12) (13) . This type of infection can also appear early in the postoperative period after coronary artery bypass graft (CABG); rarely does it account for a prolonged recovery time, a delayed hospiCopyright © 2018, Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0 International License (http://creativecommons.org/licenses/by-nc/4.0/) which permits copy and redistribute the material just in noncommercial usages, provided the original work is properly cited tal discharge, and increased costs (14, 15) . In the post -operative phase of CABG, correct diagnosis of such an infection could be critically important. As in the Centers for Disease Control and Prevention (CDC) for pneumonia, one of the signs and symptoms are Leukopenia (≤ 4000 WBC/mm 3 ) or leukocytosis (> 12000 WBC/mm 3 ) (16) . At the same time, other signs and symptoms applicate in the pneumonia criteria could occur in CABG patients frequently, however, it is not related to infections (17, 18) . The same talk could be considered about forms of infection, too. These could be the results of Cardiopulmonary Pump Bypass (CPB) induced Systemic Inflammatory Response Syndrome (SIRS) (2), which could affect functions of other organs, too (18, 19) . Finally, an important concern about the post CABG patient is the differentiation between infection -related signs and other noninfectious ones. Then, it seems that without a correct estimation of normal WBC count in post CABG patients, the application of different diagnostic criteria for hospital -acquired infections is impossible. We suggested that as other organ systems, blood and WBC's are affected by the systemic inflammatory reaction, even in non -complicated CABG case. This could affect our insights about the usefulness of some diagnostic criteria for infectious diseases, seriously.
This study aims to determine the normal values of WBC in non -complicated on -pump post CABG patients in first postoperative days.
Methods
The study was a single centre prospective observational study, which has been carried out in the Tehran Heart Centre, Tehran University of Medical Sciences, Tehran, Iran in 2013. A total of 140 patients who underwent on -pump CABG and had been proved to have the study criteria have been chosen, randomly. Sample size had been defined based on the Clinical and Laboratory Standards Institute (CLSI) recommendation; it was appropriate to have a confidence limit equal to 90% (20) . The inclusion criteria included on -pump CABG patients who do not receive corticosteroid or cardiac inotropic medications; do not have any other cardiac pathology like severe heart valvular disease or congenital heart diseases; do not have synchronic heart valvular surgeries; do not have intra -aortic balloon pump, central or arterial intravascular line or Foley catheter in preoperative phase; do not have ejection fraction < 30%; do not have, suspected or treated for pre -operation infection, or had a surgery in last 3 months; do not have immune deficiency; hematologic disorders malignancy or pre -operation abnormal blood cell count; and do not have severe renal disorder and autoimmune diseases. Also, the patient did not receive blood products transfusion before the surgery. The exclusion criteria included proved or probable infection needs treatment within one week after surgery, new cardiac pathology, intra -aortic balloon pump and corticosteroid or inotrope receivers. All study cases would have a smooth non -complicated post -operative phase, to remain in the study. Not only all proved cases of infection and infarction were excluded, but also all probable cases who had a medical condition or even those who had such a problem as a differential diagnosis. To attain this monitoring, daily re -assessment of patients during the admission and performing lab and paraclinical tests were considered as indicated. Those who need extra support or treatment including hemodynamic or antibiotics were considered as the exclusion criteria.
WBC count has been checked for the patient the day before surgery, at the time of intensive care unit (ICU) entrance (first 30 minutes), the day after, at the morning, and daily, after that. WBC counts have been done by Cell Counter, "Sysmex kx 21" in Tehran Heart Centre laboratory.
The sample size was calculated based on CLSI guidelines to provide a 90% confidence interval limit (20) . Confounders effects were minimized by application of a restricted inclusion and exclusion criteria and using single race and application of the same medical care during the study. To prove eligibility for the cases to be enrolled in the study and assess the inclusion and exclusion criteria and medical records, the patient's charts and hospital database were used.
In case of unidentified infection, patients were excluded from the study before surgery and replaced with the next patient.
By finalizing patient's lists and records, Medcalc software was used to calculate the reference interval. The reference interval for the WBC was determined in this study and the reference interval indicated represents the spectrum of the WBC that is considered normal for each measurement section.
Then, using the t -test, the obtained data were compared and then the results were analyzed using SPSS analysis software.
Results
Of all 140 patients, there were 102 male and 38 female. In total, the age average was 61.11 (± 8.349) years and 39 and 78 years for the youngest and oldest, respectively. Table 1 represented that gender do not affect the WBC average.
According to Table 2 , the WBC rise is visible on the day before surgery (Mean = 7889), when entering the ICU (Mean = 10029), and also on the first day after surgery (Mean = 11972); however, on the second day after surgery (Mean = 112500), the WBC level is slightly reduced. Also, in this study, it was proved that by eliminating the gender -related confounding effect, the age had no significant effect on WBC changes (P value = 0.278).
Reference intervals and 90% confidence interval for pre -operative, post -operative ICU entrance, 24 hours after surgery, and after 48 hours are presented in Table 2 . Table 3 reveals the values and comparison of differences between each measurement to assess the statistical significance of differences during the time.
The WBC level has risen from the day before surgery to one day after surgery and then shows a slight but statistically meaningful decrease until the second day.
According correlation analysis between "CPB time" and "WBC increase", with increasing pump time, parallel increase was seen in WBC level during pre -operative WBC (R = 0.435, P ≤ 0.0001), post -operative ICU entrance (R = 0.305, P ≤ 0.0001), 24 hours after surgery (R = 0.390, P ≤ 0.0001), and 48 hours after surgery (R = 0.575, P ≤ 0.0001).
Discussion
The WBC count is reported to pass the upper limits of general population reference interval, after on -pump cardiac surgery in several studies (21) . However, there is no clear report about the normal interval range of WBC in cardiac surgery patients.
Due to its association with some comorbidities (22) , including more that studied the atrial fibrillation (21), leukocytosis, is more important in cardiac patients. However, its misleading diagnostic effects are more prominent, when considering the high prevalence of other clinical or laboratory signs and symptoms of infection and sepsis in cardiac surgery.
The inflammatory response after on -pump CABG can be detected from early ICU entrance, it increases in the first 24 hours and decreases gradually after 48 hours (6) . The leukocytosis is a known laboratory marker of an inflammatory response, too (6) .
Hypoxemia is also common in the CABG patient and they are regarded as a sign of pneumonia or even sepsis and differentiating from the ARDS (18, 23) .
Fever is known as a common infection's sing after any surgical technique and may be seen in up to 50% of surgical patients. This postoperative fever is reported in all types of surgeries including those who were undergoing CABG surgeries (24) . In a study by Rostami et al., a fever was reported in 29.9% of CABG patients (25) . A fever immediately after cardiopulmonary bypass surgery is associated with cognitive impairment, after CABG (26, 27) , which potentially could be considered as a sepsis sign itself.
This fever associated with the rise in WBC count could be regarded as a serious infection, which mandates early management including antibiotic therapy.
Acute exacerbation of inflammatory biomarkers is common in infectious diseases as well as the non -infectious inflammatory response, which always happens in onpump CABG patients in various level of intensity (28) .
Moreover, ICU admission, hospitalization, and mechanical ventilation enhance the risk of hospital -acquired infections like VAP and bacteremia (29) . This means CABG patients include high -risk patients for infection and needs more attention in this regard, too.
Considering that the WBC count is a very common test for most of the infections and accounting the occurrence of leukocytosis due to inflammatory processes after on -pump CABG, the higher prevalence and risk of infection in this group of patients, and higher occurrence of other signs and symptoms of infection -due to non -infectious causes-, more caution is needed to differentiate various infections and inflammation responses, including WBC count.
As a conclusion, based on this study, the normal range for WBC after on -pump CABG overlaps the CDC criteria for detecting infections, i.e.; pneumonia and other hospital -acquired infections. While none of the patients in this study previously had or developed an infection in the first postoperative week, it is necessary to revise the normal WBC range in the special group of patients, i.e.; on -pump CABG patients, as shown in this study. The value of WBC for diagnosis of pneumonia is more than 12000 /mm 3 (8) . Post -operation WBC reference intervals, which were defined during the study, were all higher than the WBC normal ranges. The situation continues for at least 48 hours after the operation therefore, we recommend that the routine range of the WBC count in general population should not be considered as a reliable criterion to the diagnosis of infections and adjusted WBC values should be replaced in assessments.
Furthermore, the diagnostic guidelines should be adjusted to replace the corrected reference interval for individual groups of patients.
Limitations
This study was held in one particular ethnic group in one medical centre with particular medical protocols. By changing the clinical approaches and management of patients, some differences are expected in other future determination of reference interval. However, as reported before in other studies we should expect a significant difference in general population values. Similar studies should be held in various centers to practically use specialized values in clinical assessment.
